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“NON-SYSTEMS” OF HEALTH CARE 
IN AFFLUENT SOCIETIES. 
THE CHURCHES LOOK FOR ALTERNATIVES 


Editorial Note 


At different times and in different places, a 
search tor a healing theology and an effort to 
carry out a healing ministry has fallen to the 
churches when the evidence of unmet health 
needs has become so overwhelming as to 
make it impossible to ignore it a moment 
longer. 


Such needs cry out to be heard in a great varie- 
ty of settings and societies — urban and rural, 
material plenty and want, industrialized- and 
developing-country— and, hearing the cries, 
many churches have tried to respond in ap- 
propriate ways. 


There is a growing consciousness, in Western 
industrialized societies, of two rather different, 
but equally urgent, sets of health needs. One 
kind are those of the urban poor who often pre- 
sent a picture of deprivation, marginality and 
ill-health barely distinguishable from that of the 
poorest Third World populations. Another kind 
of health needs are those of ordinary well-to-do 
citizens of affluent societies whose psychic 
tensions —loneliness, alienation, frustration, 
grief, boredom —are reflected in a variety of 
ailments and illnesses. 


In both cases, ill-health is a product of social 
and economic pressures in those societies; a 
person’s health needs are not purely medical 
and mechanical but are the needs of a whole 
being (physical/mental/spiritual whole) and 
are related to the social/economic/ political/ 
cultural context in which each person lives. 


The first article in this issue describes the fac- 
tors inherent in a particular Western health care 
system itself which effectively bar the urban 
poor from access to quality, or even adequate, 
health care. After reading this paper, Dr John 
Karefa-Smart of the Howard University Hos- 
pital, Department of International Health, said: 
“... listening to the first-hand account of how 
little and how poor health care is available to 
the disadvantaged in the capital city of the 
world’s most affluent nation was a sobering 
and maddening experience.” It is clear, of 
course, that although this article describes the 
situation in Washington, DC, it is only an exam- 
ple of what is happening in a great number of 
other large Western European, North American 
or Australian cities. 


The author of the article, Dr Janelle Goetcheus, 
practises medicine at the Columbia Road 
Health Services (CHRS) in Washington, DC, 
which is a member of the consortium of 
Wholistic Health Centers Inc., founded by 
Dr Granger Westberg. These centres are one 
response by some US churches to the unmet 
health needs. Dr Goetcheus sees part of the 
answer to eliminating the barriers to quality 
health care for the urban poor in her city as 
“...the establishment of primary care com- 
munity centres around the city which would 
become centres of health care and social ac- 
tivities for the community”. Dr Goetcheus and 
the staff of the CRHS therefore see their own 
centre as ‘’...a mini-model of what the larger 
system should be. It attempts to help persons 
see the integration of the physical, emotional 
and spiritual; to see themselves as whole per- 
sons. It is wholistic health care. A physician, 
nurse, social worker and pastoral counselor — 
work together as a team of consultants to the 
patient.” 


The second article in this issue describes 
another attempt by a church in Jamaica to 
meet unmet health needs, to minister to the 
whole person. In the words of the director of 
the Bethel Baptist Healing Ministry, Dr 
Anthony Allen, Jamaica is “...a land of 
beautiful people of many races, seeking to live 
together in harmony and to work together to 
overcome social and economic problems. One 
such problem is that of health care. The univer- 
sity hospital provides modern, — scientific 
medical care, including such advanced tech- 
nology as open-heart surgery. And yet, most of 
our people do not have access to such care 
because of limited resources, emigrating doc- 
tors and the unjust allocation of the wealth that 
does exist. Even where fairly adequate care, 
from a technical standpoint, is available, the 
question arises: what are the resources of 
secular medicine for the healing of the whole 
man?” 


The stories of innovative attempts to deal with 
the problem of unmet health needs by the 
churches can provide inspiration and practical 
guidance to others seeking to carry out a heal- 
ing ministry. In future issues of CONTACT, we 
hope to share with our readers what we have 
learned of other, similar, experiences in a varie- 
ty of Western settings. The stories need to be 
told. 

Miriam Reidy 


Source of cover photo : “How to start a church-based health clinic’ by Granger Westberg 


A PHYSICIAN CRIES OUT: 
THE NON-SYSTEM OF HEALTH CARE 
FOR THE URBAN POOR 


by Janelle Goetcheus* 


The following article is a slightly condensed version of A Shalom Paper (Number 9, October 
1980), published by the Churches Center for Theology and Public Policy, Washington, DC, USA. 


Shortly after beginning to practise internal 
medicine in Washington, DC, | lost a friend and 
patient, a 52-year-old lady who looked as if she 
were 82. She died in an intensive care unit ina 
Washington hospital following a seizure related 
to her alcoholism. One morning, several weeks 
before she died, she had three grand mal 
seizures. We were hesitant to leave her alone in 
her apartment, so our nurse Lois and Sister 
Pat, who volunteers with us, took her to the 
hospital where many of the poor must go 
because of inadequate financial resources. | 
called ahead to the emergency room thinking 
she would need admission. Two hours later, 
Lois called me to say that Bernice still had not 
been seen. | called the emergency room to 
speak with the attending physician, who curtly 
informed me that he was quite aware she was 
waiting to be seen. Later in the day, Bernice 
was sent home. Lois and Sister Pat were told 
that cases such as that of Bernice are “no big 
deal, we see hundreds of patients like this 
every day.” 


After Bernice died, | felt judged at not being 
angry enough with the medical “non-system” 
which contributed to her death. In the months 
since this experience the demonic way in which 
the non-system of health care for the poor of 
the city of Washington functions has become 
clearer and clearer to me. Let’s explore first 
what this non-system is. 


It might be expected that in an urban centre 
which boasts three medical schools, three ter- 
tiary care complexes and other hospitals, the 
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poor would have access to a high level of quali- 
ty health care. Unfortunately, this is not the 
case. For example, in a recent study of the 
utilization of health services by the poor in the 
District of Columbia the health care system 
itself was found to be one of the barriers of ac- 
cess, resulting in a limited use of health ser- 
vices by the poor. Among its findings were the 
following: “To begin with, access itself is often 
difficult. Physicians tend to be scarce in pover- 
ty areas, and travel difficulties are often com- 
pounded by inadequate transportation. Access 
problems frequently continue in the form of 
long waits in the provider's office or clinic. But, 
beyond access lies a more fundamental prob- 
lem—a dual system of medical care in which 
the poor utilize public sources, hospital out- 
patient clinics, emergency rooms, and public 
clinics— while middle- and  upper-income 
groups utilize private sources— physicians in 
solo and group practice. In the so-called ‘public 
sources,’ (an ironic name in light of their fre- 
quently high charges) organizational problems 
are commonplace. Patients must often 
manoeuvre between multiple clinics to obtain 
basic primary care services, and these services 
are generally disease-oriented rather than 
preventive. Further, the atmosphere in such in- 
stitutions is often dehumanizing. To the low- 
income patient the institution may seem ‘ter- 
ribly massive and complex, crowded and busy, 
while the personnel seem often impersonal, 
brusque, and even insulting...the physicians 
go from patient to patient, spending brief 
moments with most,’ patients may sit for long 
periods of time waiting to be called... patients 
see all of this and they simply respond 
fatalistically to the push and bustle.” 


Access Barriers 


Our experiences tend to verify this report. | 
would challenge anyone to make an appoint- 
ment at a clinic at a city public hospital, the 
major source of health care for the poor. Just 


! 


WHO photo by P. Almasy 


Waiting to be seen in a public hospital outpatient clinic — often a demoralizing experience. 


making the appointment becomes a discourag- 
ing process. 


To illustrate, | will review the experiences of Mr 
Thompson, a 50-year-old man. He came to the 
health service earlier in the year with pain in 
both lower legs, causing him to quit his job as a 
filling station attendant; a job which required 
him to be on his feet much of the time. He ap- 
peared to have poor circulation in both lower 
legs. Arteriography studies were needed to 
determine if there were any blockages in the 
arteries. 


Since Mr Thompson had few personal financial 
resources, | contacted a teaching surgeon at a 
big public hospital who agreed to see him. 
When | called the hospital to make this ap- 
pointment for him, a recording stated that be- 
cause of insufficient staff, no appointments 
were being taken over the telephone. | then 
called the switchboard operator to explain who 
| was and that | had made arrangements for Mr 
Thompson to be seen in the surgery clinic. She 
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informed me he would have to come to the 
emergency room to make an appointment 
since none were taken over the telephone. 
When | explained that he had no transportation 
and very little money, | was told that the pa- 
tient should obtain a form from the emergency 
room which, when completed, would allow 
him to receive transportation expenses. 
However, when | asked how he could obtain 
this form, she said he would have to pick It up. 
| decided to contact the surgeon who advised 
me to call the secretary of the surgery depart- 
ment, who, after additional delay, made an ap- 
pointment for Mr Thompson. We did not hear 
from him for some time; when he did come to 
see me, however, he appeared confused about 
what he was told at the surgery clinic. We then 
decided to make another appointment. We did, 
but this time Lois accompanied him. 


Lois and Mr Thompson arrived for his appoint- 
ment very early in the morning; at one o'clock 
his blood pressure was taken; at four o’clock 
they informed him that a mistake had been 


made. No new patients could be seen on that 
day. Upon talking to the resident who was 
scheduled to see Mr Thompson, Lois dis- 
covered that on his first visit, Mr Thompson 
was told that an arteriography was recom- 
mended. However, Mr Thompson’s hearing is 
poor and he thought he was being told that he 
needed surgery. Being frightened, he left the 
hospital. 


Mr Thompson’s experience seems to validate 
the statement that low utilization of health care 
services is viewed as “a natural response to 
multiple, negative experience(s) with these 
systems.” However, little research has been 
done to document this relationship. 


Financial Barriers 


Another great problem faced by the poor is in- 
adequate financial coverage for medical care. 
In Washington, there are three methods of pay- 
ment for medical services received by the poor. 
They are Medicaid, Medical Charities, and for 
most, out-of-pocket payment, which amounts 
to no coverage at all. Medicaid, a federal 
programme subsidized by the states and 
the District of Columbia, provides medical 
coverage for single mothers with dependent 
children, known as the Aj/d for Dependent 
Children (AFDC) programme; elderly persons 
who qualify for Medicare coverage, but whose 
income is sufficiently low to warrant additional 
coverage; persons who have been declared 
totally disabled by the Social Security Adminis- 
tration (Supplemental Security Income — SSI!/); 
and incoming refugees. Unfortunately, the 
number of private physicians treating Medicaid 
patients is decreasing, with a consequent in- 
creased use of hospital-based specialty clinics 
and emergency rooms. Too often, these 
facilities become the primary source of uncoor- 
dinated health care for the poor. 


A second type of publicly supported medical 
assistance programme in the District of Colum- 
bia is Medical Charities. To qualify for this 
programme, one must be eligible for welfare 
coverage or general public assistance (GPA). 
Forms filled out by a physician are reviewed by 
a medical review board in Washington every 
six months. Under the Medical Charities pro- 
gramme, the patient is given access primarily 
to outpatient services at a big public hospital or 
to one of the clinics operated by the District's 
Department of Human Services (DHS). \npa- 
tient services are contracted with hospitals in 


the city by DHS. However, major hospitals in 
the city do not accept Medical Charities pa- 
tients unless the patient is already in their 
emergency room and death is imminent. Since 
private primary care physicians receive no reim- 
bursement from this programme, they do not 
treat Medical Charities patients. 


The most common method of payment for 
health services for the poor is through in- 
dividual financial resources. Many _ poor 
mothers are unable to receive AFDC coverage 
because their children are no longer depen- 
dents. In most cases, their lives have been so 
fraught with emotional trauma that regular 
employment is impossible, not to mention 
employment that provides health benefits. In 
addition, there are many black men in the city 
who do not qualify for any medical assistance, 
for whom there are no employment possi- 
bilities, or who have day labour jobs which 
have no health benefits. Inherent in both of 
these situations may be chronic alcoholism, 
which often results from the hopelessness daily 
experienced by many of the poor. For them, 
the emergency room becomes a_ primary 
source of health care. After the immediate 
crisis is treated, the patient is sent home to 
await the next crisis. Sometimes, a patient is 
given an appointment for a follow-up visit in 
the hospital’s specialty clinic. Sometimes. 


A child came to us recently with an injury to his 
right wrist, the result of a fall. The mother had 
taken him to the emergency room where the 
wrist was x-rayed and a soft cast applied. She 
was told to return two days later to have the 
x-ray and the arm checked in the Orthopedic 
Clinic. However, when she returned, prior to 
being seen, she was required to pay $55 for 
the x-ray and the clinic visit. When she told 
them she did not have the money, she was told 
by the staff to return to the clinic when she 
could make this payment. This incident oc- 
curred in one of the hospitals which treats a 
large number of the poor. 


One of the greatest frustrations | face as a 
physician is in attempting to practise quality 
medicine for the poor, which includes obtain- 
ing diagnostic studies such as x-rays and blood 
analyses. If a poor patient comes to me need- 
ing such tests, | must send him to the emerg- 
ency room at a public hospital if he doesn’t 
have Medicaid or some other third party in- 
surance coverage. However, | must hope that 
the patient gets an appointment in the specialty 
clinic, which means a second trip for the 
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patient; hope that the attending physician 
orders the tests; and then hope that | can get 
the results of the test either by spending in- 
calculable time on the telephone or by sending 
a medical release form and waiting for the 
medical record to be sent to me, usually several 
weeks later. An additional strain on the health 
services is the fact that, when laboratory 
studies are done, which occurs for all of our pa- 
tients, the facility assumes the costs for these 
services if the patient cannot pay. Such costs 
are usually in the hundreds of dollars each 
month. Accordingly, this puts a financial strain 
on the health care facility. 


Sometimes our patients need to be seen by 
private specialists. When they agree to see our 
patients, they, too, are faced with the obstacle 
of acquiring diagnostic studies. | have come to 
feel it is better to refer to the maze of clinics at 
a big public hospital rather than place private 
specialists in a compromising position of not 
being able to get diagnostic studies that would 
normally be obtained. In addition, if hospital- 
ization is needed by low-income patients who 
have no coverage and the problem is not 
immediately life-threatening, we must send 
them to a public hospital, hoping they will be 
admitted. 


Structural barriers 


The hospital-based multiple-specialty clinic 
system is another factor contributing to the 
dehumanizing and poor quality of care provid- 
ed to the poor patient. Not only are the services 
uncoordinated, but the patient is simply shuffl- 
ed from one specialty clinic to another to ob- 
tain basic primary care. 


For example, Judy came to us a week before 
she was scheduled for a hysterectomy. She 
was a diabetic whose diabetes was out of con- 
trol, very obese, with a history of congestive 
heart failure, and phlebitis, inflammation of the 
veins, requiring hospitalization in the past with 
resultant venous stasis ulcerations. Her con- 
cern was that she was not healthy enough to 
undergo surgery, so she came to us for advice. 


She was being treated in four specialty clinics: 
gynaecologic, diabetic, orthopaedic and 
gastroenterologic. The gyn clinic had schedul- 
ed her for a histerectomy after noting a uterine 
fibroid, a benign mass, but she did not believe 
they were aware of her past medical history or 
had communicated with the other specialty 
clinics. We attempted to get records from 
these clinics, but found that impossible. With 
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What kind of health care, what chance to lead a healthy life can poor people condemned to live in inner city 
slums such as these hope for? 


the cooperation of a private hospital, we admit- 
ted her. (She was on Medical Charities so | 
could not get outpatient consults.) Various 
diagnostic studies were performed, the 
diabetes brought under control and a gyn 
evaluation revealed that surgery was not ad- 
visable in view of her overall health status. 


Seeing different physicians each time can not 
only be dehumanizing, but it can also lead to 
misdiagnosis. Doris came to us giving us a 
history of surgery 10 years ago for cancer of the 
labia. Since then she had been followed regu- 
larly at one of the hospital clinics, paying e 
each time. She could no longer afford the $ 25 
so she came to us. A pelvic examination reveal- 
ed a suspicious looking area. | consequently 
referred her to the gyn clinic, using a formal let- 
ter of referral. The resident who treated her 
told her that her chronic itching was from 
vaginitis. He told her to return in six months. 
Unsatisfied with the diagnosis, we arranged for 
her to be seen by a private gyneacologist who 
admitted her, biopsied the lesion and found 
cancer. The oncologist recommended radio- 
therapy; however, since Doris did not have any 
medical coverage, an attempt was made to ob- 
tain Medicaid benefits for her. She did not 
qualify for these benefits and numerous 
telephone calls on her behalf proved to be un- 
successful. 


A week before Doris died, | was asked to come 
to her small apartment in a low-income housing 
unit. When | arrived, | found her semi- 
comatose. | made arrangements for her to be 
admitted to a hospital and called an ambulance 
for transport. But | made the mistake of saying 
she was terminally ill, so the public ambulance 
refused to take her. The attendants suggested | 
call a private ambulance which | did, but $45 
was required. | was finally successful in getting 
another private ambulance to transport her to 
the hospital, where she died at the age of 56. 


Indicative of the health status of the poor in the 
city is its high infant mortality rate, on par with 
some Third World countries and higher than 
that of any city in the US. 


A letter written by one of our patients reflects 
this tragedy: 


“| had a baby four months ago. My prenatal care 
was very impersonal and my delivery was even 
worse. During the nine months of going to OB 
clinic, | saw a different doctor each time | went. | 
decided one time to just not go to the clinic any 
more, but | thought about my last child who was 


premature because of no prenatal care and decided 
to stick it out. Women who are pregnant and have 
no insurance or Medicaid don’t even bother about 
getting prenatal care because they know they 
can’t be choicey and have to put up with a lot of 
hassle. Women who do have Medicaid can be a lit- 
tle more choicey about where to go but they still 
get the impersonal and uncaring treatment. During 
pregnancy, you can have some depressing days, 
when you go to the clinics and keep seeing dif- 
ferent uncaring doctors. It’s enough to make you 
even more depressed and quit going and take your 
chances that everything will be all right and that 
you're better off without the prenatal care. All you 
get when you go is vitamins and iron. Who can 
you talk to? Who can you ask questions to? Not 
the doctor, that’s for sure. And the main question 
you ask yourself is, which one of these uncaring 
doctors will deliver my baby? Who knows? 


And | can tell you of other women with similar 
stories — of a woman who was three months 
pregnant, with a history of a miscarriage, who 
was now hypertensive and having vaginal 
bleeding. She had gone to a local Health Main- 
tenance Organization, funded by the Depart- 
ment of Health and Human Services, to receive 
care, but the physician was more interested in 
how she was going to pay for the services that 
in her condition. Or of a young woman with no 
prenatal care (her Medicaid card had never ar- 
rived) who went to a local hospital on July 3 
and was sent home on July 4 with a four- 
pound seven-ounce baby to a house with no 
food. Or of a pregnant woman with no prenatal 
care who went to a local hospital in labour, 
became discouraged waiting, left, went home, 
and with the help of her two young children, 
delivered the baby at home. 


These are cases which are occurring in our na- 
tion’s capital, not in a Third World country. 
These are just a few of the many factors which 
contribute to a high infant mortality rate. 


The recommendation by the mayor’s blue rib- 
bon committee to reduce infant mortality in the 
District has been to focus on_ in-hospital 
resuscitation efforts. But the delivery room Is 
much too late in the process to correct the in- 
fant mortality rate. Many of the hospital and 
medical school elite who advise this committee 
have no understanding of what is happening 
on the street or in the community. Their 
answer focuses on the institutional setting, 
with great competition between these hospitals 
to be able to report the highest rate of survival 
of the neonates. Many of the same hospitals 
whose reports look the best are those which 
will accept no woman to their prenatal clinics 


without full Medicaid or insurance coverage, or 
who is more than 7 months pregnant. Yes, of 
course, their rates are going to look better than 
those of the big public hospital where every 
other hospital in the city literally dumps its 
poor. 


One wonders what would happen to the infant 
mortality rate if women were given the oppor- 
tunity to have an ongoing relationship with a 
physician or a midwife whom the woman could 
ask questions even in-between her visits if 
necessary, and on whom she could depend to 
be present when she delivered. 


The high infant mortality rate is but a reflection 
of the overall health care system in Wash- 
ington —a system that is crisis-oriented, where 
persons have been taught to wait until a 
medical crisis arises before seeking medical 
care, with the ambulance becoming the com- 
mon means of transport to the emergency 
room for the usual non-emergency situation. 
The poor have been taught: “You go to the 
doctor only when you become sick; when you 
do go, you plan to spend the day in the clinic 
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Alone in sickness, poverty, old age. 


waiting. You will probably see different interns 
each time you go, and it will mean going to 
various specialty clinics to obtain basic primary 
care.” You and | don’t accept that kind of care 
for ourselves, but it’s right for the poor. And 
the tragic part of it is that the poor believe it’s 
right also. As | have been told by one of my pa- 
tients, when you're poor you don’t think you 
deserve any better. What occurs is that most of 
them simply give up, deciding to forego health 
care except when a medical crisis arises. 


A teenager who came to see me one day asked 
as she was leaving: “How can you be my doc- 
tor?” | said: “Just by your wanting me to be.” 
Her reply: ‘““You mean | can tell people | have a 
private doctor?” For most of the patients | 
treat, this has not been possible. 


A further dehumanizing factor of the health 
“non-system”’ occurs when a patient is not ad- 
mitted to a private hospital, even though the 
physician feels it is clinically necessary. The 
transfer of patients from the private hospital's 
emergency room to a public hospital is a nor- 


mal daily happening. The most discouraging 
thing is that | often find my colleagues the least 
understanding. Recently, | saw a wonderful 
91-year-old woman who lives in an abominable 
group home setting as do many of the elderly 
poor. She had a haemoglobin of 3.4. Urine and 
feces were soiled on her body and clothing. 
Since she did have Medicare coverage, | could 
admit her to a private hospital. However, the 
next morning when | was making rounds, | was 
told by one of the medical staff that my pa- 
tients were public hospital-type and _ that 
Shirley should be transferred there. 


When exploring which hospital in the city 
would be most open to the poor, a hospital ad- 
ministrator told me that, “If 20 of the 30 pa- 
tients you admitted did not have adequate in- 
surance or Medicaid, then the staff would feel 
that you had misused your privileges, and 
those patients belong at a public hospital.” 


A further unresponsive factor in the health care 
“non-system” is the institution which ad- 
ministers the publicly supported medical 
assistance programme— DHS. The rules and 
regulations which govern the programmes are 
not only dehumanizing, but discriminate 
against the very people they are designed to 
serve. Our experience has been one of deter- 
rence rather than assistance. 


Conclusion 


It seems clear that reducing or eliminating 
these barriers to quality health care must be ac- 
complished. Well, how do we effect change? 
What is the next step? One of my hopes would 
be that the churches and their laity will work 
together to become instruments for change — 
becoming advocates for the poor. Consequent- 
ly, one of the next steps lies in presenting a 
new health care plan that could be im- 
plemented in a step-by-step fashion and could 
become cost-effective. But to envision and ar- 
ticulate such a plan, the participation of 
medical. professionals who believe in God and 
who understand the problems, is needed. 


| heard Stan Roman, Medical Director of 
Washington DC General Hospital, testify last 
year that the answer to the high infant mortali- 
ty rate lay in the decentralization of DC General 
and the establishment of primary care com- 
munity health centres around the city that 
would become the centre of health care and 
social activities for the community. However, 
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no one has even begun to devise a plan for this 
long needed delivery system. 


Part of the model which | propose must include 
a primary care practitioner, be it physician, 
nurse practitioner or physician assistant, who 
coordinates a patient’s health care, emphasiz- 
ing preventive health measures and acting as a 
consultant to the patient, enabling the patient 
to take an active role in the health care process. 
| am convinced that the present “non-system” 
of health care for the poor, a crisis system in 
which long-term’ illness and _ conditions 
develop, is much more costly for the District as 
well as for this nation. 


Our own system is a mini-model of what the 
larger system should be. It attempts to help 
persons see the integration of the physical, 
emotional and spiritual; to see themselves as 
whole persons. It is wholistic health care. A | 
physician, nurse, social worker and pastoral 
counselor work together as a team of consult- 
ants to the patient. 


One of the real frustrations for me is feeling 
that few people really believe or understand or 
care what is happening to the poor in Wash- 
ington. Many doctors | talk to don’t, because 
they do not see poor patients who do not have 
Medicaid. Most private hospitals do not under- 
stand because they do not see these patients 
either. Many of the people | talk to think | must 
be exaggerating — that it could not be this bad. 


Accordingly, an understanding of these issues 
is a necessary prerequisite to change. A most 
important step to effect change in this non- 
system would be for the churches’ conscience 


to be raised and then to let it begin to speak Cc 


out. 


|! went to medical school believing at an early 
age | was called to do so by God. The church 
said to me: “The health needs are in other 
countries,’’ and | thought | was preparing to go 
into foreign medical missions. | spent time in a 
bush medical mission hospital in Zaire as a 
medical student and fully expected to return to 
foreign mission. | was never aware of any 
health needs here in the States. 


Just before we came to the Church of the 
Savior in 1976, | went to one of the major mis- 
sion boards in New York and asked if they were 
aware of any churches or parishes who were 
interested or involved in health care for the 
poor. | was told: “No.” However, within the 


churches are physicians whose conscience 
must be stirred so that they may begin to speak 
out and act. The church must become an 
advocate for the poor. It must give voice to the 
poor and encourage them to raise their own 
voices and say: “We will not tolerate this hap- 


pening to people.” For it is the poor who teach 
us of God, who become God in persons, Christ 
to us, and who may enable our salvation, 
individually, corporately, as a city, as a nation 
and as a world. The challenge lies with the 
churches. ii 


A HEALING COMMUNITY IN THE CARIBBEAN 


by Jeanne Nemec* 


This article first appeared in the /nternational Review of Mission, a publication of the Commis- 
sion of World Mission and Evangelism of the World Council of Churches, Geneva. 


In 1972, after a discussion of the role of healing 
in the church, the congregational council of the 
Bethel Baptist Church in Kingston, Jamaica, 
made plans to start a ministry to the whole 
person— body, soul and spirit. Healing mira- 
cles had taken place in the life of this church in 
preceding years; certain deacons and other 
members had at one time or another experi- 
enced or heard about divine healing. This 
perhaps enabled the members of the congrega- 
tion to be open to the idea of a total healing 
ministry and to reflect on the forms that 
ministry should take. Two committees, one to 
study the medical aspects of such a project, 
the other concerned with counseling and 
prayer, met regularly through 1974. The com- 
mittee members were Christian medical and 
other professionals, most of them members of 
Bethel Baptist Church who later became ac- 
tively involved in the medical and counseling 
ministries. Finally, in October 1974, the council 
and membership amended and accepted detail- 
ed proposals for creating the Bethel Baptist 
Healing Centre. Its counseling service and 
prayer ministry began in October 1974 and the 
medical service was inaugurated one year later. 


A guidebook about the Bethel Healing Ministry 
was prefaced by this statement by the Church 
Council: 


Throughout its history, the Bethel Baptist Church, 
together with the Jamaica Baptist Union as a 
whole, have always sought to express their 
ministry in terms of obedience to the Word and the 
Spirit. We have not seen our ministry as human 
innovation or conforming to the expectations of 
the world. Rather, we see our ministry of obedi- 
ence as one providing the leaven of transformation 
for our fellowmen in the world. 


The Lord has from time to time honoured our 
prayers with his healing activity. We feel that we 


*Ms Nemec, Secretary for Studies in the Christian Medical 
Commission, WCC, wrote this article using material supplied 
by Dr Anthony Allen, Director of Bethel Healing Ministry. 
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ought to place greater emphasis on the healing of 
body and mind in our public ministry. When we 
use the word “healing” in these proposals, we 
refer to healing of the whole man by means of 
counseling, medicine, faith and prayer, Hence the 
motto of our ministry, “tota/ healing to the whole 


La 


man . 


In the Gospels, we see Jesus as a preacher, 
teacher and healer. He commissioned his disciples 
to do the same (Matt. 10), and in the Book of Acts, 
we see the effectiveness with which this command 
was obeyed. 


A major feature of New Testament healing was 
that it was healing to the whole man, meeting both 
his physical and psychological suffering. Luke, the 
physician, while healing through the power of the 
Spirit, no doubt employed the stewardship of 
medicine for his Master’s service. So today, while 
being agents of God’s miraculous healing power, 
we also can use our talents for medical healing and 
counseling. 


So it is that in our ministry of obedience, we are 
challenged to exercise a ministry of healing by 
having a total approach to the whole man. 


Counseling was vital in the life of the early church 
as brethren bore one another’s burdens and res- 
tored those overtaken with a fault. As Baptists 
who believe in the priesthood of all believers, we 
accept that the congregation shares in all pastoral 
duties. The commissioning of counselors to help 
fellow members’ thus’ represents a_ truly 
congregation-based ministry. 


Medical healing as a Christian service is a much- 
needed stewardship in our island today. Medicine 
has always been a prominent aspect of the mis- 
sionary work of the church. It is hoped that Bethel 
can provide a setting where medical healing can be 
offered by Christian doctors in a Christian setting, 
where prayer and spiritual counseling as well as 
medicines are available for cure. 


Healing by miracle is a very controversial matter. 
Yet this is no reason why we should not be open to 
seeing the truths of God’s word come alive in our 
midst in this area. A neglect of this activity of the 


spirit is hardly more forgivable than a neglect of 
proper medical care. 


The Bethel Baptist Healing Ministry 


The Healing Centre itself, located in the 
church’s education building, includes the 
medical clinic, the counseling department, the 
telephone ministry and the prayer room. The 
Centre does not exist in isolation from the 
church of from the community; it is linked to 
both through a series of outreach activities. 
Members of the team also serve as consultants 
to the Jamaica Baptist Union and individual 
churches which are interested in setting up 
similar healing centres. 


The Centre’s staff consists of ten nurses, ten 
doctors, four intake counselors (or doctors’ 
assistants), three medical technologists and 
four pharmacists as well as a clerical and main- 
tenance staff, all volunteers. Every day, a dif- 
ferent person is responsible for supervising and 
coordinating clinic activities. Coordination and 
feedback among the four ministries which 
comprise the Bethel Centre is of great import- 
ance. 


Bethel Baptist Church oversees the functioning 
of the Centre through its pastor, the Church 
Council and meetings of the congregation. The 
pastor is consulted regularly on major policy 
issues. The Centre is open from 5:30 to 7:30 
p.m., Mondays and Thursdays. 


The Medical Service 


The easiest way to describe how the medical 
service works is to follow a patient through a 
visit to the clinic. Patients come from all over 
Kingston, but most are from nearby neighbour- 
hoods; they have widely differing educational 
and socioeconomic backgrounds. Afternoon 
consultations begin with devotionals in the 
prayer room in which staff and patients join. 
Then our patient, whom we refer to as “she” 
(because women outnumber men among those 
who come to the Centre), talks with the recep- 
tionist, giving relevant information about 
herself and why she has come — a vague cluster 
of headaches and dizziness; ”...1 just don’t fee/ 
well’, she says. After that, she sees a doctor’s 
assistant who explains what the Healing Centre 
is all about and how the body, mind and spirit 
function — and suffer — interdependently. Then 
the interviewer tries to find out more about our 


patient: what kind of work she does, whether 
she’s married or not, how she gets along with 
her friends and family and neighbours, how 
and where she grew up and how she feels 
about God. This initial conversation often helps 
people understand themselves better and 
makes them more receptive to the wholistic ap- 
proach of the doctor, the counselor or prayer 
partner. The facts these talks bring to light are 
also useful for the doctor when he makes his 
diagnosis and selects a treatment. Non-medical 
and previously inexperienced lay people from 
the congregation are working as doctors’ 
assistants; among them at present are a 
secretary, a lawyer, a teacher and a young 
minister-in-training. 


Our patient’s next stop is with a nurse for 
routine screening checks (blood pressure, urine 
analysis, for instance) and then she sees 
the doctor. The Centre offers the services 
of general practitioners, but a consulting 
paediatrician is also available. Laboratory in- 
vestigations are done by special arrangement 
through the government's Medical Technology 
Service, but they will soon be done on the 
spot. When necessary, patients are referred to 
specialists in the nearby public hospitals. 


This whole  procedure—minus waiting 
time — takes about half an hour. Doctors usual- 
ly devote 15 minutes to every patient and since 
each doctor sees an average of eight patients 
every day, this is a demanding service and one 
which puts great pressures on the Bethel Cen- 
tre’s waiting list. But the clinic staff, including 
the doctors, believe that time is a vital ingre- 
dient in wholistic health care. ‘Our answer to 
the problem of demand is not to resort to the 
hurried and impersonal type of care geared to 
meet large numbers that are seen in the public 
hospitals and health clinics. In seeking to main- 
tain our model of health care, we have to ac- 
cept our limitations and try to recruit more 
Christian doctors”, says Dr Anthony Allen*. 
Doctors sometimes offer psychological and 
spiritual counseling during the course of a con- 
sultation and may offer a prayer as well as writ- 
ing a prescription. There is no attempt, 
however, to force any patient to get involved in 
talking about religion or in prayer. 


Assuming the doctor has prescribed some 
medicine for her headaches, our hypothetical 


*Dr Allen, a psychiatrist and pastor, serves as director of the 
Bethel Healing Ministry. His training enables him to assist his 
church in integrating medicine, psychology and religion 
within this practical ministry. 
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patient takes the prescription to the clinic phar- 
macist who gives her a bill. She pays for the 
medicine and the doctor’s fee at the cashier. 
The Bethel Clinic is not free nor is it a charity 
agency as some people mistakenly think it is. It 
is a private practice clinic, but one with a dif- 
ference. Fees are paid on a sliding scale, 
whereby patients pay according to their salary 
and those who cannot afford to pay at all are 
not charged. Because the doctors are volun- 
teers and the Centre uses church premises, the 
fees are used to purchase new equipment and 
to subsidize the cost of medications for those 
who cannot afford them. This “sharing plan” 
allows those who can afford it to help subsidize 
treatment for those who can’t, but without 
the aura of condescension or the mentality of 
“it’s all for free’ which surround most charity 
institutions. 


During its first three years, 1,289 new patients 
took advantage of the medical service of the 
Bethel Healing Centre, an average of 429 a 
year. During that period, a total of 2,992 con- 
sultations were given, an average of 997, and 
the number is rising. While the Centre is open 
to all, regardless of class, place of residence or 
church membership, of the first 600 patients 
47.1% were Baptists, 24,8% were from various 
evangelical denominations, most of them reg- 
ular churchgoers. Hence, most people who 
come to the clinic are in sympathy with its 
religious and wholistic thrust. At least 42% had 
significant non-medical problems, usually of a 
social, personal or financial nature. The com- 
monest groups of illnesses treated at the Bethel 
clinic were ill-defined symptoms such as 
headaches, dizziness and other complaints 
which indicate anxiety; circulatory problems 
(especially hypertension), diseases of the 
genito-urinary system and of the respiratory 
system (usually. infections). Many of the 
patients had been getting treatment at other 
institutions, but came to Bethel hoping for a 
new type of service. A large percentage have 
chronic illnesses. 


A study of the people who come to the Bethel 
Centre has revealed that 42.8% do not return 
after the first visit. It could be that most of 
them had minor complaints or perhaps what 
they needed most was reassurance. This is the 
impression of many on the staff of the medical 
service. But it needs to be determined whether 
they were not satisfied with the treatment they 
got and that is why they did not come back. Of 
those who sought follow-up treatment, 46% 
were discharged because they had recovered; 
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35% were referred to specialists and 19% were 
still in treatment at the time the evaluation was 
made. 


Finance 


Except for the help of the Bethel Baptist 
Church in capital expenditure and in providing 
overhead facilities, the Clinic has been self- 
supporting. This is mainly because the staff are 
volunteers. Under the “sharing plan” described 
above, one-third of the medicaments sold and 
one-third of the consulting fees are subsidized. 
If the favourable financial balance continues, 
the clinic may eventually be able to expand its 
services by engaging paid part-time Christian 
doctors and staff. “Our ultimate vision”, the 
director states, “is that of a full-time medical 
centre existing in a purpose-built clinic provid- 
ing general, dental and some specialist ser- 
vices.” 


The Counseling Ministry 


The counseling service started a year before 
the medical branch was added and now has a 
staff of five trained counselors, plus a clinical 
counseling coordinator and a training coor- 
dinator. They are on duty Mondays and Thurs- 
days at the same time as the medical clinic. 
People come with problems ranging from the 
very down-to-earth to the spiritual. This minis- 
try works closely with the Advice Service of the 
Bethel Baptist Church which helps people cope 
with a wide range of financial, social and legal 
problems. 


The couselors are all volunteers, most of them 
from the congregation. Among the require- 
ments are that they have had some previous 
professional training in social work, clinical 
psychology and the like and be a committed 
Christian (‘on speaking terms with God”), 
respected by the local community and interest- 
ed in people, willing to listen to others’ views 
and values without getting into an argument. 
Prospective counselors will be required to at- 
tend a training course which includes lectures, 
discussions of cases, role-playing sessions, 
etc. Volunteers then undergo a period of in- 
service training. The staff include men and 
women, some with years of experience in 
schools, in social work and are senior deacons; 
they listen and pray and share the Word and 
witness as the Spirit leads them. This ministry 
also helps in organizing Family Month discus- 


sion programmes (recent topics: personal 
growth and self-awareness, human sexuality 
and the Christian view, democratization in the 
home) and Life Enrichment programmes for 
single adults and for couples at different stages 
in their marriage. 


Counselors see about one new person a week; 
of the first 100, 31% of them were men and 
69% were women, and well over half were un- 
married. Slightly over 40% were between the 
ages of 20 and 29, which seems to indicate that 
this is a generally unsettled time, in people’s 
lives. Problems were mainly of’ a personal 
(34%) and social/financial nature (21%). Many 
(25%) came at the suggestion of a doctor's 
assistant during a previous visit to the Bethel 
Centre for a medical consultation; 22% were 
self-referred and 20% came at the suggestion 
of a member of the church. There is need for 
more trained counselors and for more regular 


9 training seminars. Among plans for the future, 


the counseling staff hope to expand the Cen- 
tre’s reference library, to improve the system of 
follow-up for those who have come for 
counsel, and to initiate a Bible study group to 
consider the belief in obeah and demon- 
possession which continue to exercise an in- 
fluence over many people in Jamaica. 


The Prayer and Visitation Ministry 


The third “arm” of the Bethel ministry of heal- 
ing was started in 1974, along with the counsel- 
ing service. This ministry maintains a prayer 
room on the premises of the clinic where prayer 
partners (volunteers from the congregation) 
are on duty during consultation hours. Prayer 
may or may not include the laying on of hands; 
other forms of symbolism vary with the Holy 
Spirit’s guidance. An average of two patients 
visit the prayer room every day, usually after 
seeing the doctor or counselor. Prayer is avail- 
able every Sunday after services in the prayer 
room, and teams of prayer partners visit the 
sick and shut-ins every Sunday. Twice a year, 


divine healing is the theme of Sunday worship, 
concluded by a special service where people 
who are in need of healing are prayed for. 
Good Friday “ashrams” are another feature of 
this ministry when church members come 
together to share their burdens and concerns in 
an “open hearts” sessions, followed by small 
prayer groups, according to a pattern begun by 
E. Stanley Jones. 


The ministry of divine healing was something 
new for many in the Bethel congregation. “Yet 
we have sought to involve as prayer partners 
those who believe in God’s power to heal 
miraculously,” explains the team report. “Our 
beginnings, both in numbers, participation and 
response...had been small. We expected such 
small beginnings, yet with this, the Lord has 
worked miraculously to heal the physical dis- 
eases of several persons, to the joy of their 
doctors and friends. Those of us who have 
ventured out timidly but in faith, have been sur- 
prised, such as on one Healing Sunday when 
nine out of thirty people were delivered from ill- 
ness...We have experienced the supernatural 
on our visits, in the prayer room and in our own 
lives. Recently we have been recruiting more 
young people and seeking to involve more of 
our members and deacons.” 


The Telephone Ministry 


Begun in 1978, this “arm” is semi-autonomous 
and functions as part of the prayer and visi- 
tation ministry. The service provides a pre- 
recorded message of hope and prayer for 
callers as well as an invitation for them to come 
to the Centre for more information and assist- 
ance. Early response has been somewhat dis- 
couraging, although the service is being used 
on a regular, if limited, basis. There is a need to 
provide follow-up and to offer “live” counseling 
over the phone. It is still too early to evaluate 
this service; feedback and record systems need 
to be developed first. | 


CMC NEWS 


CMC was very happy to welcome two new 
staff members to its Geneva office in the pre- 
Christmas 1981 period. In Valerie Medri we are 
fortunate to find someone already familiar with 
CMC since, over the years, she has often 
helped us on a freelance basis. Now, she brings 
her secretarial and French-English language 
skills to the CMC on a permanent half-time 
basis. Melita Wall comes to us from Nicaragua 
where she has been working for eight years as 
co-director of the PROVADENIC* Rural Health 
Programme. She will succeed Victor Vaca in 
the position of consultant. 


Melita was born and educated in Paraguay, 
where she received her nursing degree in 1967. 
From 1967 to 1971, she was responsible for the 
Paraguayan Mennonite Church Mission to the 
Indians’ PHC programme. After a year of study 
and work in Canada and the US and a subse- 
quent year’s hospital work in Paraguay, she 
joined the staff of the PROVADENIC PHC pro- 
gramme which serves a population of some 
50,000 people. As programme director, she has 
been working very closely with CMC Commis- 


*The PROVADENIC rural health programme is described in 
CONTACT Number 53, October 1979. 


sioner Gustavo Paraj6n, PROVADENIC direc- 
tor. 


Melita brings to CMC her Spanish, English and 
German language skills and a deep commit- 
ment to the training of community health work- 
ers as a crucial function of health care in Latin 
America. In 1976 and again in 1980, she directed 
and coordinated training courses for PHC 
assistants, in the latter case for the Nicaraguan 
government. Her wish to stay in close touch 
with health work and workers in Latin America 
harmonizes with CMC's desire to retain and 
build upon the many valuable contacts with 
groups an people involved in and responsible 
for health and development work in Latin 
America, initiated) and developed by Victor 
Vaca during his three-year consultancy. 


Victor himself, his assignment to study the 
financing of PHC programmes almost com- 
pleted, has agreed to stay on with us until May 
1982 in order to coordinate preparations for the 
sixth and last in the series of regional consul- 
tations on “The Christian Understanding of 
Health, Healing and Wholeness”, to be held in 
Ecuador in June 1982. 


NEW PUBLICATIONS 


Nutrition Training Manual Catalogue 
1981 102 pp. 


Brought out by the International Nutrition 
Communication Service (ICNS), this catalogue 
provides a comprehensive review of manuals 
produced for health professionals, trainers and 
field workers for use in Africa, Asia, Latin 
America and the Near East. It reviews 116 
manuals which are grouped into eight cat- 
egories: General Nutrition, Primary Health 
Care, Mother and Child Feeding, Nutrition 
Assessment and Surveillance, Nutrition Edu- 
cation, Nutrition Appropriate Technology, 
Nutrition Rehabilitation and Special Deficien- 
cies, Programme Management. 


Within each review, the following information 
is provided: intended geographic location, 
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target group, major emphasis, content and 
source from which the manual can be pro- 
cured. In addition, a reference manual is 
recommended for each of the eight categories 
listed above. The catalogue contains an exten- 
sive list of addresses of sources, publishers and 
sponsors for all manuals cited. 


This catalogue is available free of charge. 


Requests for copies or further inquiries should 
be addressed to: 


ICNS 

Education Development Center 
55 Chapel Street 

Newton, Massachusetts 02160 
USA 


CONTACT SPECIAL SERIES 


is an occasional publication of the Christian 
Medical Commission. Individual issues are 
designed to gather under one cover a collection 
of previous CONTACT issues and/or related 
articles dealing with a single theme. 


Special Series Number 1 — April 1979 

focuses on the Principles and Practice of 

Primary Health Care, and covers such aspects 

as: 

— community health, the community diag- 
nosis, development of community health 
care programmes 

— appropriate health care technology 

— medical auxiliaries and village health workers 

— under-five’s clinics 

— involvement of hospitals 
health care 

— health care in the context of self-reliant 
development 

— non-governmental organizations and _pri- 
mary health care. 


in community 


Special Series Number 2 — June 1979 
is devoted to the Study/Enquiry programme of 


Price (including postage) 


Single copies Bulk Orders (10 or more) 


SFR 3.50 SFR 2.40 
US$ 2.00 US$ 1.30 
DM 3.50 DM 2.40 
f£ 1.00 f£ 0.65 


Please send me 


the CMC and is titled “In Search of Whole- 

ness...Caring and Healing”. It brings together 

papers on such topics as: 

— health care and justice 
— traditional beliefs, health and Christianity 

— mental health 

— secular and Christian models of health and 
salvation 

— the churches’ healing ministry in Africa 

— the life and witness of the handicapped in 
the Christian community 

— relationships—the “third dimension of 
medicine”. 


Special Series Number 3 — June 1980 
entitled “Health: The Human Factor. Readings 
in Health, Development and Community par- 
ticipation” focuses on the subject of commun- 
ity participation—a factor long recognized as 
crucial in the process of development and in 
primary health care. This series of articles 
gathered together by guest editor Susan 
B. Rifkin offers many illuminating insights into 
the several levels and dimensions of commun- 
ity participation and its relationship to justice 
and self-reliance in, and sustained commitment 
and support for, health care and development. 


________ copies of CONTACT Special Series No. 1 


Principles and Practice of Primary Health Care 
______ copies of CONTACT Special Series No. 2 


In Search of Wholeness... 


Caring and Healing 


_______ copies of CONTACT Special Series No. 3 
Health: The Human Factor 


Name (Please print): 
Address: 


Return to: 


Christian Medical Commission 
World Council of Churches 


150, route de Ferney 


My cheque is enclosed 


Please bill me 


CH-1211 Geneva 20, Switzerland 


Note to readers in developing countries: 


If it is difficult to meet these prices and/or to obtain the necessary foreign currency, please inform CMC at the address 
given above. A special fund has been created to cover distribution costs in such cases. 
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INDEX OF PAST “CONTACT” ISSUES AVAILABLE ON REQUEST 


Date of Issue 
March 1971 
July 1971 
October 1973 


February 1975 
October 1975 


October 1976 


December 1976 
April 1977 


June 1977 
August 1977 
October 1977 


February 1978 


April 1978 
June 1978 
August 1978 
October 1978 
April 1979 


June 1979 
August 1979 
October 1979 


December 1979 
February 1980 


June 1980 
August 1980 


October 1980 
December 1980 
February 1981 
April 1981 
June 1981 
August 1981 
November 1981 


December 1981 


Community Medicine — W. H. Foege 
Moral Issues and Health Care — John H. Bryant and David Jenkins 


Evaluation of Medical Missions; A Pilot Project — Maureen O'Keeffe, Lusaka, Zambia; How 
Much of a Hospital’s Work Could be Done by Paramedical Workers? — H. Gideon 


Primary Health Care and the Village Health Worker — CMC 


Towards a Broader Understanding of Support and Healing: The Church’s Healing Ministry in 
Africa — K. Appiah-Kubi; The Experience of Healing in the Church in Africa — H.-J. Becken 


Breast Feeding — a Myth or a Must? — M. Crawford/B. Hall/CMC; plus a brief note on Family- 
Retained Health Records in Botswana 


Health and Development in Zaire — Konde Pambu Yemba/D. Fountain 


Finding the Community in Our Crowded Cities — E. H. Paterson and R.C.P. Tang/D. Garrison/ 
M. Borrelli 


The Annual Meeting of the Christian Medical Commission 
Making the Community Diagnosis — H. Gideon 


Rural Basic Health Services: The Lardin Gabas Way — edited by E. Ram, J. Stromberg and 
D. Hilton 


The Planning Dialogue in the Community: Development of a Community Health Programme 
(Major Steps) — M. Johnston 


Realization of an Integrated Health Services Programme in Rural India — E. Ram 
Appropriate Technologies for Tackling Malnourishment — J. McDowell 

The Churches Take a New Look at the Contributions of the Handicapped — WCC 
Relationships — The Third Dimension of Medicine — P. Tournier 


The Nutrition of Mothers and Children — Recommendations for the lYC from the International 
Union of Nutritional Sciences — edited by D. and E. Jelliffe 


In Search of Wholeness... Reaching Out to One Another in Caring and Healing — CMC 
Safe Water — Essential to Health — E. Ram 


Community Building Starts with People — a report of the work of an ecumenical health and 
development agency in Nicaragua — G. Parajén 


Man and Healing — A Biblical and Theological View — W. Watty 


Participatory Evaluation — an Appropriate Technology for Community Health Programmes — 
Marie-Thérése Feuerstein 


Community Organization — one of the Keys to Primary Health Care. (A case study from the 
Philippines) — Sr Leonor Barrion 


The Village Health Care Programme: Community-Supportive or Community-Oppressive? (An 
examination of rural health programmes in Latin America) — David Werner 


Rediscovering an Ancient Resource...A New Look at Traditional Medicine — J. Nemec 
Nursing: The art, science and vocation in evolution — R. Nita Barrow 

International Year of Disabled Persons 1981 — Stuart Kingma/Norman Acton/John Steensma 
Full Participation and Equality — Harold Wilke/CMC 
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